There is a lack of data about oral health-related quality of life (OHRQoL) 
Background
Oral health-related quality of life tools measure the extent to which oral diseases affect an individual"s well-being, determine the subjective functional and psycho-social impacts of oral diseases and facilitate holistic approach to oral health (Chattopadhyay, 2011; Shearer et al., 2007; Inglehart & Bagramian, 2002; Geurink, 2011) . Clinical indicators alone do not reveal the full impact of oral conditions on the psychosocial wellbeing of a person (McGrath et al., 2004) . Assessing social, psychological and economic impacts can be used to identify population subgroups that need to be targeted for health promotion and disease prevention efforts (Oral Health in America, 2000) . Sociodental approach combining OHRQoL with the standard clinical measures comes closer to current concepts of health than the traditional standard approach. There was a significant difference between the standard and the sociodental needs assessment approaches, with sociodental needs being 60% lower than those identified by the traditional approach (Gherunpong et. al., 2006) .
OHRQoL tools can be used effectively in preventive program planning and outcome evaluation.
Planning is a systematic approach to defining the problem, setting priorities, developing specific goals and objectives, and determining alternative strategies and a method of implementation. Outcome evaluation provides several benefits such as tracking progress, making decisions and/or improving the quality of initiatives and efforts, creating accountability and marketing successful efforts (Chattopadhyay, 2011 ).
Parents of pre-school children is an important target group for preventive interventions, because parents play the central role in ensuring their child"s health care (Talekar et al., 2005) . Studies show that parental attitudes toward children"s oral health are significantly associated with their own oral health behavior and understanding the importance of development of oral hygiene skills of children (Vanagas et al., 2009; Al Ansari et al., 2003) . Mother"s young age, parents" cohabitation, rural dwelling, parents" poor dental hygiene habits, all those factors were proved as the main factors related with incidence of children"s caries (Matilla et al., 2000) . Higher parents" education is related with better oral care of their children (Saied-Moallemi et al., 2008) . Studies demonstrate that socioeconomic situation in the family and home environment significantly influences children"s OHRQoL (Sanders and Spencer, 2005; Paula et al., 2012) .
Social conditions in families are associated with self-perception of the impact of oral health on quality of life -individuals with low education and income have negative impressions about their oral healthrelated quality of life (Cohen-Carneiro et al., 2011) . The National Health and Nutritional Examination Survey (NHANES), conducted in a national probability sample, results demonstrated that a lack of DOI: 10.1515 /arhss-2016 -0004 Applied Research In Health And Social Sciences: Interface And Interaction, Vol. 13, No. 1, 2016 financial support reduced OHRQoL, but social support did not, persons aged 24-44 and 45-64 had significantly lower OHRQoL, but persons older than 65 years, did not (Maida, Marcus et al., 2013) .
Findings have shown that individuals with low incomes report higher psychosocial impacts (Locker & Quiñonez, 2009) and that there are gender (Einarson et al., 2009 ) and age (Steele et al., 2004 ) differences in perception of OHRQoL.
Dental health behavior, use of floss and toothpicks and oral rinsing were not associated with having problems related to oral health-related quality of life in the representative sample of adult persons in Norway (Dahl et al., 2011) . Recent studies indicate that better health-related behaviors and routine dental attendance have a protective effect on OHRQoL (Almoznino et al., 2015) . Physical Activity domains (Andruškienė & domavičienė, 2012) . This survey will help to obtain the first day in Lithuania about the associations among socioeconomic characteristics, oral care habits and oral health-related quality of life among the parents of pre-school children. Discovering the relationships may enable the development of preventive interventions which will improve oral health-related quality of life in the community.
The aim of this study was to analyze the relationships among socioeconomic status, oral care habits and oral helath-related quality of life among the parents of pre-school children in Klaipeda.
Methodology Sample
The study sample consisted of 375 parents (mother or father) of pre-school children. The questionnaire survey was conducted at randomly selected 23 kindergardens in Klaipeda city. The inclusion criteria was the Lithuanian language used as the main in the kindergarten. The parents filled in questionnaires during the educational event held by the collaborating institutions Klaipeda City Public Health Bureau and Klaipeda State University of Applied Sciences. The greater part of the parents were 25-44 years old, 82.8% of mothers, and 85.7% of fathers. More than the half (59.7%) of mothers and 44.0% of fathers had higher education. The major part of the mothers (78.9%) and the fathers (94.2%) were employed at the survey time, 81.1% lived in a full family. Only 20.8% of the respondents had a family income higher than 500€ per month. The respondents were divided to the groups according to the socioeconomic status.
When both parents in the family were employed, lived in family and had high income for one family member, the respondent was ascribed to the group of High socioeconomic status (n=168, 44.8%). When at least one of the parents was unemployed or did not live in family or had low family income, were ascribed to the group of Low socioeconomic status (n=207, 55.2%). The respondents were divided to the groups according to oral care habits. Persons were defined as having Good oral care habits (n=129, 34.4%) if they performed regular tooth brushing (≥ 2 times per day), changed toothbrush regularly (not less than once per three months) and used additional oral care tools (interproximal brushes, oral rinses or tongue scraper) and the duration of tooth brushing was ≥3 minutes. Respondents were defined as having Poor oral care habits if they did not meet at least one criteria for defining them to the group of persons having good oral care habits (n=246, 65.6%).
Methods
All statistical analyses were performed using the SPSS software, PC version 20. Descriptive and analytical methods were used. Statistical significance was assumed when p<0.05 or when the 95% confidence interval excluded 1.0. Chi square criterion was used to compare prevalence of oral impacts among sociodemographic and oral care habits groups. Comparison of means between sociodemographic groups was carried out using Student's t test.
Tools
In this study, eleven physical, psychological and social aspects of daily performances were questioned using OIDP (Oral Impacts on Daily Performances) questionnaire (Gherunpong et al., 2006) . The participants were asked whether, during the past six months, they had experienced any difficulties with the following activities due to problems with their mouth or teeth (or dentures): 1. Eating and enjoying food; 2. Speaking and pronouncing clearly; 3. Cleaning teeth (or dentures); 4. Performing light physical activity; 5. Sleeping; 6. Relaxing; 7. Smiling, laughing; 8. Maintaining emotional state (for example becoming more easily upset than usual); 9. Going out (for example to shop or visit someone); 10.
Carrying out major work or role; 11. Enjoying contact with people. Respondents who answered "yes" to any item were asked whether the problems were regular or only for part of the period. The frequency was rated 1-5: for those affected on a regular basis from "less than once a month" to "every day or nearly every day", and for those affected only part of the period from "5 days or less" to "more than 3 months". Finally, the severity of the effect on everyday life was examined with the following ratings: "no effect" (0), "a very minor effect" (1), "a fairly minor effect" (2), "a moderate effect" (3), "a fairly severe effect" (4) or "a very severe effect" (5). Eleven performance scores were calculated by multiplying frequency and severity scores. To obtain the OIDP score for an individual (OIDP score), the sum of the eleven scores was divided by the possible maximum performance scores: eleven performances × maximum frequency score (5) × maximum severity score (5) = 275, and multiplied by 100 to provide a percentage score, equaling the OIDP score. The OIDP score was dichotomized for the validity analyses: having "at least one daily performance affected" versus "no daily performance affected". The median value of the OIDP score was used as an alternative dichotomization cut-off point for the group that reported at least one daily performance affected. Evaluation of total OIDP scoring results: value 0.0 -12.0 considered as low overall OIDP score, 12.1 -21.0 -moderate score, 21.1 -100.0 -high score.
Sociodemographic questions about the age, education, employment situation, and family status, income per month, living area, and number of the children in family, children"s age and gender were included in the questionnaire. There were also questions on how often the parents brushed their teeth and their children"s teeth, how often they used interproximal brushes, oral rinses or tongue scrapers, how often the parents and the children visited the dentist during a period of the last 5 years. There was a question about the parents" perception of their child"s oral health.
Ethics
Ethics Standard informative letter was used, in which respondents were asked to sign and return if they do or do not wish to participate in the study. In the letter respondents were shortly informed about study objectives and confidentiality of the data. Concerning confidentiality all questionnaires were identified by a number, which was kept separate from the personal identification of participants. The number corresponding to each participant was only available to the research group members. The study was approved by the Bioethics Committee of Klaipeda State University of Applied Sciences. Table 1 demonstrates the frequency and severity oral impacts on OHRQoL. The highest mean of individual OIDP score among the parents of pre-school children was observed in the domain of Carrying out major work or role (73.0), the lowest one in the Eating and enjoying food (25.74) domain. The highest percent of persons affected was in the domain Eating and enjoying food (17.6%), the lowest one in the domain Performing light physical activity (2.9%). The greatest mean of frequency of those affected was in the domain Speaking and pronouncing clearly (3.0) and Smiling, laughing (3.0). The most severe effect was observed on the domain Enjoying contact with people (3.08) (see Table 1 ). Table 2 ). 
Findings

Parents perception of their child's oral health
Healthy/Unhealthy 0.00 / 25.62 (37.53) -*-Small income: ≤250 Euro for 1 family member per month **-High socioeconomic status -both parents were employed, living in the family, income for one family member is high *** -Good oral care habits -regular toothbrushing (≥ 2 times per day) and regular change of the toothbrush (not less than once per three months) and additional (interproximal brushes or oral rinses or tongue scraper) and duration of toothbrushing ≥ 3 minutes
SD -standard deviation
The prevalence of oral impacts on daily performances among the parents having good and poor oral care habits is presented in Table 3 . Parents with poor self-assessed oral care habits significantly more DOI: 10.1515 /arhss-2016 -0004 Applied Research In Health And Social Sciences: Interface And Interaction, Vol. 13, No. 1, 2016 frequently were affected (79.2%) in Smiling, laughing domain, as compared to the parents whose oral care habits were good (20.8%), p=0.034. 
Discussion
Epidemiologic data about oral health-related oral health in relation to quality of life in the general population of young adults in Lithuania is limited. Our study results were different from the survey, which was conducted among the young adults, aged 35-44 years, employees of 4 universities in Lithuania, 79.0% of them were females, and 82.0% had university education (Sakalauskiene et al., 2011) .
Our study results, as compared to university employees" survey, demonstrated lower self-assessed DOI: 10.1515 /arhss-2016 -0004 Applied Research In Health And Social Sciences: Interface And Interaction, Vol. 13, No. 1, 2016 36 satisfaction of own oral health status. Less than a half (34.4%) of the parents of pre-school children in Klaipeda evaluated their own oral health status as good, while even 73.0% of young adult working in Lithuanian universities, assessed their dental health as very good or good. The differences of the results could be influenced by the differences in sample size and methodological issues. Our study results
showed similar results, regarding oral care habits. More than one third (34.4%) of the parents of preschool children in and 55.0% of young adults employed at Lithuanian universities, were defined as having good oral care habits.
Our study results confirmed that persons having poor oral care habits had more impacts on OHRQoL, especially on psychological performances (smiling, laughing), as compared to those who had good oral care habits. These findings repeated the results of other study (Almoznino et al., 2015) indicating that better health-related behaviors, including no alcohol consumption, regular physical activity, fewer smoking pack years and routine dental attendance had a protective effect on OHRQoL amog the individuals presenting for dental treatment. Swedish scientists (Johansson and Östberg, 2015) confirmed the OHRQoL of young adults was dependent not only on their own experiences of oral health during childhood and their received dental care but also on their present self-perceived oral health, oral health habits, and social life, together with their expectations of future oral health.
The economic situation for young people has become more insecure during the last decades, due to uncertain labor market, leading to high levels of unemployment, longer education and delay setting into marriage and parenthood, mainly because of economic circumstances (Arnett, 2007) .
Our study results demonstrated the relationship between socioeconomic situation and OHRQoL, because the parents having low socioeconomic status (55.2%), had significantly higher individual OIDP score as compared to parents who had high socioeconomic status (44.8%). These findings are in line with other surveys performed in England, Wales, Northern Ireland which showed that reduced OHRQoL was more prevalent among the persons with socio-economic disadvantages, e.g. lower income and education, unemployment, a lack of social support, especially among young age persons (Sischo & Broder, 2011; Guarnizo-Herreño et.al., 2014) . Even in Sweden, the country where oral health is good among young people, it is still poor in socio-economically weak groups (Nordenram, 2012) .
Preventive programs must be oriented towards the parents of pre-school children, because the parental attitudes toward children's oral health were significantly associated with their own oral health behavior and understanding the importance of development of oral hygiene skills in their children (Vanagas et al., 2009 ). The results of our study, despite some methodological limitations, could be used as the scientific DOI: 10.1515 /arhss-2016 -0004 Applied Research In Health And Social Sciences: Interface And Interaction, Vol. 13, No. 1, 2016 basis while planning the activities of public health bureaus, inform public health policy and help reduce oral health inequalities.
Conclusions
The highest impact on oral health-related quality of life among the parents of pre-school children in
Klaipeda was observed in the domain of Carrying out the major work or role, however the most severe effect was established on the domain Enjoying contact with people. Lower socioeconomic status and poorer oral care habits were related with worsened oral health-related quality of life, especially in the area of psychological performances. Parents with poor self-assessed oral care habits significantly more frequently were affected in Smiling, laughing domain, as compared to the parents whose oral care habits were good.
